Background: Spiritual care is an expectation of many governing bodies of nursing and health care. Studies have continued to show health benefits from spiritual care. However, many nurses still feel unprepared to provide spiritual nursing care to their patients.
Introduction
Spiritual care has become a highly discussed issue in contemporary health care.
However, the spiritual dimension of nursing care has been noted as important to healing since the days of Florence Nightingale (Macrae, 1995) . In 2001, The Joint Commission (TJC) added spiritual assessment to their requirements for healthcare providers. The
Code of Ethics for Nurses, written by the American Nurses Association (ANA) requires that nurses discuss and consider patients' values and beliefs when planning and implementing nursing care (American Nurses Association, 2010). Spiritual care has been shown to be beneficial on many levels. It has the potential to influence mental and physical health, immunity, cardiovascular health, and health behaviors (Koenig, 2008) .
From a Christian worldview, spiritual health is closely associated with a person's relationship with God. The presence or absence of the Spirit of God is at the core of our overall health, and helps one return to a balance that completes the picture of wholeness (Kolander, 2002) . In the Old Testament the Hebrew word ruach is most often translated wind from God, breath, and spirit (Shelly & Miller, 1999) . Spiritual brokenness can be worse for overall health than physical illness (Monroe & Schwab, 2009) . Without the spirit of God guiding man to achieve peace, repair relationships and find healing, one experiences a feeling of loneliness and dysfunction (Bria, 1992) . Nurses trained to provide effective spiritual care can help bring both physical and spiritual healing to their patients. Van Dover & Pfeiffer (2001) define spiritual care as caring for the human being, the human spirit; by engaging the core of who the nurse is in caring for others.
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Despite professional standards requiring spiritual care, patients still report that they do not receive adequate spiritual care. In a study of 230 patients with advanced cancer, Balboni et al. (2007) found that 88% of patients claimed religion to be important to them, but 72% stated their spiritual needs were only met minimally or not at all by medical personnel. In the same study, spiritual support by religious or medical personnel was significantly associated to a patient's quality of life (p= 0.0003) (Balboni et al. 2007 ). Astrow et al. (2007) observed that clients who reported their spiritual needs were not adequately addressed reported significantly lower levels of satisfaction with their medical care. Palliative care patients have stated that they would rather be offered spiritual care and be free to refuse it rather than it to not be offered at all (Yardley, Walshe & Parr 2009 ). In a study of parents of children who have died at a pediatric hospital, parents indicated that spiritual care is very important in the care of a dying child (Weidner, Cameron, Lee, McBride, & Mathias 2011) .
Barriers
Many researchers have examined the barriers to nurses providing spiritual care. A major barrier to nurses providing spiritual care is nurses do not see themselves as spiritual caregivers (Ross, 2006 & McEwen, 2004 . Furthermore, Carr (2010) reported that nurses perceive that the rise of professionalism has labeled some spiritual care practices as crossing professional boundaries, and workplace stressors and decreased time to provide holistic care creates moral distress. These factors along with the fear of their own mortality prevent nurses from providing spiritual care (Carr, 2010) .
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The biomedical model dominates healthcare and this leads to nurses looking at the body in parts that need to be fixed or maintained (Carr, 2010) . The wholistic nursing care that includes spiritual care is not possible when viewing healthcare in this manner.
However, the need for spiritual care is discussed in nursing literature more than any other healthcare profession (Hummel, et. al, 2008) Kenny and Ashley (2005) found that 38% of the nurses in their study perceived lack of knowledge of self and self-awareness as barriers to spiritual care. 67% of nurses feel they lack communication skills, and 45% have inadequate education in school to be able to provide adequate spiritual nursing care. Highfield, Taylor, & Amenta (2000) performed a study that indicated 53% of nurses stated they were inadequately prepared to give spiritual care. Meyer (2003) determined that students with education in spiritual care are more likely to describe increased awareness of spirituality in their nursing practice. However, many studies show evidence that nurses are inadequately educated to provide spiritual care. Spirituality is not included in most formal nursing education (Ross, 2006 , Delaney, 2005 , Hodge & Horvath, 2006 , & Lemmer, 2002 . Keefe (2005) found that more experienced nurses are returning to graduate programs with a strong spiritual component to gain more knowledge about spirituality and end of life care. Pesut (2008) performed a comprehensive review of nursing textbooks and determined that while most nursing textbooks include information about spirituality, spirituality was discussed only as complementary therapies, faith healing, and different 4 religious practices. Pesut (2008) also discussed that the current nursing literature on spiritual care uses the nursing process, and the interventions are indistinguishable from good psychosocial care. Wallace et al. (2008) found that spiritual education in senior undergraduate nursing students had an impact on their spiritual knowledge and perspectives yet the juniors in the same study did not. The interventions varied between junior and senior students in this study making it difficult to determine effectiveness. While this study spoke of the students recognizing hope as a need of the spirit, there was no focus on Biblical reasons for spiritual care. This study was a small quasi-experimental study of pre-test/post-test design. Burkhart & Schmidt (2012) showed a significant increase in students' perceived ability to assess a patient's spiritual needs, and promote spiritual connections with patients after receiving training in spiritual care. Burkhart & Schmidt's (2012) study was a randomized control trial with two cohorts at a faith-based institution. Therefore, it is only generalizable to faith-based institutions
Education

Gaps in the Literature
There has been little research on the effect of spiritual nursing education in clinical practice (Wallace et al., 2008) . I have found no research on the effects of spiritual education provided to currently practicing nurses on their competence and knowledge levels of spiritual nursing care. I have found no research discussing the benefits of an in-service on Spiritual Care for practicing nurses, but only on long 12-20 week courses. The literature suggests nurses need current spiritual care education to help 5 them in understanding spiritual nursing care, identifying spiritual needs and providing interventions to their patients (Burkhart & Hogan, 2008) .
Previous research has indicated that education on spiritual care in undergraduate nurses positively affected their knowledge and ability to provide spiritual care (Burkhart & Schmidt, 2012 & Wallace, et al, 2008 . There is limited research on education of currently practicing, experienced nurses, but it is reasonable to conclude that education to these nurses would also positively affect their knowledge and competence with spiritual care.
Purpose
The purpose of this study is to determine if spiritual nursing care education based on Biblical truth influences the competence levels of spiritual caregiving in pediatric nurses.
Hypothesis
There will be a change in pediatric nurse's perceived competence following the education session on the Faith-Hope-Love Model of Spiritual Care for Nurses. (Christman, 2013) . A man's spirit can be broken (Exod 6:9, 1 Dr. Christman's model is based on the idea that our spirits need faith in something or someone; hope in the present or future; and to experience love of others and God.
Spiritual distress occurs when lack of faith leads to fear, lack of hope leads to hopelessness, and lack of love brings about loneliness (Christman, 2013) . Our nursing actions then are aimed at reducing fear, hopelessness, and loneliness by providing faith, hope and love (Christman, 2013) . By developing nursing actions that address these issues one is providing spiritual care.
The independent variable in this study is spiritual nursing care in service.
Spiritual care in practice is defined by an interpersonal relationship between the nurse and patient that is to increase patient spirituality (Burkhart & Hogan, 2008) . I expect to show that providing Biblically-Based spiritual nursing care education will increase the pediatric nurses' competence in providing spiritual nursing care. The nurses demonstrating competence with providing spiritual nursing care will lead to an increase in the patient's spiritual needs being addressed.
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Chapter Three
Methods
Participants
This is a pilot study of Pediatric Nurses at a pediatric inpatient facility that serves over 20 counties in the Midwest. There were 32 Pediatric Nurses that agreed to participate in the study. A power analysis (effect size = 0.3, alpha = 0.05) indicated a power of 0.12. The sample is a convenience sample. Nurses at the facility were asked to voluntarily participate in the study, but all were welcome to be involved in the education.
There were no exclusion criteria. Informed consent was implied with the completion of the survey which was thoroughly described in Question 1 of the survey. Continuing Education Credits were provided by the facility's Department of Corporate Education for completion of the course. Participation was not a requirement to receive credit.
Design
The hypothesis of the study is that spiritual nursing education with a Biblical perspective will have a positive effect on the pediatric nurses' competence in providing spiritual nursing care to their patients. The study is quasi-experimental with a pre-test/ post-test design. The in service was developed by a university faculty member, and was advertised by the Corporate Education Department as part of their Diversity Series. The advertising was sent via email to all nursing staff at the facility and was clearly identified as part of a study.
The intervention included a 45 minute in service by a university faculty member.
The in service was offered at two separate times to accommodate the nurses' schedules.
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The in service consisted of Dr. Sharon Christman's model of spiritual nursing care (figure 1). The various components of the model were described in detail. The presenter described the spirit as described in the Bible. The spiritual needs of man were described and discussed. The presenter described and defined how the components of the model interact to meet the needs of man. The model and interactions are shown pictorially in Figure 2 (S. Christman, personal communication, October 28, 2013) . The nurses were then educated on how to integrate evidenced based spiritual care interventions into the nurse's current practice.
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Figure 2. Model of Interactions of Spirit
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The nurses were asked to complete the SCCS via Turning Point software prior to the education session. Turning Point is a software program that allows the participants to remotely answer the pre-test questions that are projected on the screen. This program collects the data anonymously. Immediately following the pre-test, the spiritual care inservice was offered Following the in-service, nurses were handed a paper copy of the SCCS and asked to fill it out and return as soon as possible. There were 32 nurses who completed the pre-test, and 20 completed and returned the post-test.
Measurement Tool
The dependent variable in this study is competence. The dependent variable of competence was operationally defined as the score on the individual domains of The The questionnaire uses a 29 item Likert scale. It is controversial whether Likert scale data is ordinal or interval level data, but for this study it will be used as interval.
Independent t tests were run to compare the means from pre-test scores and post-test scores by domain and by question using PSPP statistical program.
Demographic information collected included race/ethnicity, age, religious affiliation, years of experience, level of education, whether nursing school attended was secular or faith-based, and frequency of providing spiritual care. These data will be analyzed using frequency data and will help describe my subjects.
Data Collection
The subjects were given a chance to fill out a survey anonymously via Turning
Point survey prior to the intervention. Turning Point is a software program that allows the subject to remotely enter their answer to the survey while in the conference room.
The Turning Point expert then ran an answer report that compiled the data from both the pre and post-test. Completed surveys were analyzed using PSPP.
The post tests were done by pen and paper due to time constraints after the presentation and were turned in after the presentation or through interoffice mail by the end of the week. They were not linked to subjects by any identifiable means. These surveys were also analyzed by PSPP.
Ethical Considerations
The researcher received IRB approval from both Cedarville University and the facility. The participants gave implied consent when filling out the questionnaire as noted in question one. The participants received 1 CE for completion of the education session which was not dependent on them participating in the study.
Chapter Four
Results
Demographic Characteristics
Demographic characteristics of the participating nurses are presented in Table 3 .
The sample consisted of 32 pediatric nurses. There were 29 complete pre-tests and 20
complete post-test surveys. The three incomplete pre-tests were discarded from the data set. The majority of the nurses in this study were over 40 years of age (80%). All of the subjects were female, and the majority of them were Caucasian (97%). Sixteen of the nurses had Bachelor's Degrees (55.17%) and six were Master's prepared (20.69%).
Most of the nurses attended secular universities (69%). This was a very experienced
group with many of the nurses having over twenty years nursing experience (79.6%).
All of the participants identified themselves as Christian (100%) and all but two identified themselves as active members in a religious group (93%). The majority of the nurses reported they were providing some amount of spiritual nursing care prior to the education session (89%). However, only nine stated they provided spiritual nursing care daily (31.03%). The first two questions on the survey pertained to increased knowledge. I wanted to see if the nurses felt like they gained knowledge on how to provide spiritual nursing care. There was, however, no validated survey tool that focused on knowledge of spiritual care and therefore these results are interesting, but not a part of proving the hypothesis.
The domain of Attitudes toward Patients Spirituality had high pre-test scores and therefore it is not surprising that the means of the post-test scores were not significantly increased. This group of nurses already had a high respect for the spirituality of their patients before the education session. This supports the literature that stated nurses respect spirituality but are unsure of how to provide spiritual nursing care (Ross, 2006 , McEwen, 2004 , Carr, 2010 .
25
The domain of Referral also did not show a significant change. The education session was not focused on how to refer a patient for spiritual care. The focus was on how a nurse can care for a person's spirit during daily interactions with their patients and others. Therefore, I was not expecting to see statistically significant results in this category.
There were six questions that had significant results that best describe the change in nurses' competence as the answers changed from neither agree or disagree to between agree and strongly agree. They also best fit the objectives of the education session, which are as follows: I have an accepting attitude in my dealings with a patient (concerned, sympathetic, inspiring trust and confidence, empathetic, genuine, sensitive, sincere, and personal), I can tailor care to a patient's spiritual needs/problems in consultation with the patient, I can report orally on a patient's spiritual functioning, I can provide a patient with spiritual care, I can help a patient continue his or her daily spiritual practices, and I can attend to a patient's spirituality during the daily care.
After extensive research on spiritual nursing care, it became apparent to me that much of the spiritual nursing research is 1) qualitative, 2) use nursing students as subjects, and 3) don't address spiritual nursing care from a Biblical perspective. Spiritual nursing care is a well-discussed topic, and the Joint Commission and American Nurses Association state that it is a necessary part of patient care (American Nurses Association, 2010 , & The Joint Commission, 2001 ). Yet nurses are still not consistently providing spiritual nursing care (Balboni, et al., 2007) . Only 31% of the nurses surveyed in this study were performing spiritual nursing care on a daily basis.
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The results of this study support what similar studies have found with nursing students. Meyer (2003) determined that students with education on spiritual care are more likely to describe increased awareness of spirituality in their nursing practice. Burkhart & Schmidt (2012) showed a significant increase in students' perceived ability to assess patient's spiritual needs and promote spiritual connections with patients after receiving training in spiritual care.
Links to Model
The Faith-Hope-Love Model of Spiritual Care for Nurses is based on the idea that it is necessary to understand the spirit from a Biblical Perspective in order to have competence in providing spiritual nursing care to patients. The education session focused on how to define the spirit using Biblical understanding of the spirit. The presenter explained how the spirit can be broken and healed, and how nurses have spiritual interactions with their patients and other staff in their every interaction. The presenter then educated the nurses on interventions for the spirit. Although this was a pilot study, and the sample size and power was very small, the significant results in the four domains addressed by the education session suggest that education on spiritual nursing care using this model has the potential to increase spiritual care competence in the nursing staff.
Limitations and Strengths
This study is a pilot study and, therefore, lends itself to some limitations. The sample was a convenience sample at a pediatric hospital in the Midwest, and it was a small sample of just 29 nurses. This is a very small percentage of the nursing body at the facility. It is an ongoing problem in hospital education to find a time that accommodates 27 the schedules of the nurses in many different departments working varying shifts.
Because of the small sample size the power of the study is very low and, therefore, increases the chance of a type II error in the study.
The second limitation of this study is that independent t-tests had to be run instead of paired t-tests even though the pre-test group and the post-test group were the same subjects. This limits my ability to tell whether individual subjects mean scores increased in the six domains of the SCCS. The original study design was for the pre-test and post-test to both be completed by Turning Point prior to and directly following the education session. During the first session, it took longer than anticipated to complete the pre-test via Turning Point, and the education session began to run over the allotted time.
The subjects were starting to leave the auditorium, so it became necessary for me to give them the post-test on paper to return to me at a later date. There was no way to link the paper copy to the individual's Turning Point Data.
Lastly, the subjects all identified themselves as Christian, and the majority were practicing members of their faith. I believe this is due to the way the class was required to be advertised by the institution. There were some concerns about the use of Biblical education and Christian themes in a secular institution. Therefore, it was required that the advertisement was very specific about this class being taught from a Biblical perspective. This makes it very unlikely that people who practice other religions would attend the presentation. This limits external validity because the results of the study are not generalizable to other populations. However, my intention was to reach Christian 28 nurses who believe the teachings of the Bible and help them understand the spirit and how to provide spiritual care.
The strengths of this study are also valuable to consider. This pilot study is the first to study the effect of a one hour education session on competence of experienced nurses. It is also the first study to use the Faith-Hope-Love Model of Spiritual Care for Nurses developed by Dr. Sharon Christman. This study used a validated survey tool (SCCS) that could be used in further research on the model. Lastly, the in service was well received by the facility. The evaluations that were required for the CE were positive, and the nurses mentioned that they learned that love is the most important need of the spirit. Many of the nurses mentioned that their take home message from the session was to remember that every interaction with another human being is a spiritual interaction, and that love is the most important spiritual need. This study planted a seed at the facility, and the hope is that the patients and families will benefit from the competence the nurses gained during their participation in this study.
Implications for Practice
Spiritual nursing care is a much discussed topic in nursing literature, but there have been no quantitative studies on models for teaching nurses spiritual care. This small pilot study has started the research on the Faith-Hope-Love Model, and has suggested that this model made an impact on the nurses at the facility. It was apparent in the in service sessions that Christian nurses are still looking for ways to understand spiritual care and make it a part of their practice. They understand that health care includes 29 spiritual care. This model could be used in both university and hospital educational programs to better educate nurses to provide spiritual care.
As Advanced Practice Nurses we need to be assessing where the deficits in patient care are in our departments. Prior to beginning this research, nurses had approached me about their uncertainty in providing spiritual care. This in service provided needed knowledge that increased a few nurse's feelings of competence in providing spiritual care. Patient care would benefit from everyone approaching their patients with love, providing them hope, and finding ways to support their faith not only in God, but in you and other medical staff.
Recommendations for Future Research
As stated before, this is the first research study that has used Dr. Christman's model. Future research on this model and the increased nursing competence should be done on a larger scale to determine the effectiveness of this method of teaching. It would be interesting to study both practicing nurses and nursing students who have completed education based on this model. These studies should be completed in both secular and faith based hospitals and nursing schools.
It was the initial intention of this study to look at competence of nurses over an extended time, but time constraints did not allow that to happen. Longitudinal studies should be done using the SCCS to determine if the education would change actual nursing behavior in their daily practice. This would be useful in letting researchers know whether the education increased the nurse's feelings of competence long term. One 30 would like to see that the long term effects of such education transfer to better care for patients.
Further research on the effects of spiritual nursing care provided using the model on patient's feelings of loneliness, fear, and hopelessness should be the next step.
Teaching spiritual nursing care is useless unless it is being used to benefit the patients.
Therefore further research should focus closely on the patient experience and whether their spiritual needs of faith, hope, and love are being met more consistently by nursing staff who have received this education.
Summary
The lack of spiritual nursing care in hospitals continues to be a problem in the United
States. Research has shown that spiritual health is a very important part of healing and health status. The purpose of this pilot study was to determine if spiritual nursing care education based on Biblical truth influences the competence levels of spiritual caregiving in Pediatric nurses. The Bible very clearly tells us that the spiritual needs are faith, hope, and most of all love. Loving people is sometimes a difficult thing to do in nursing with tight time schedules, staffing shortages, and difficult situations with our patients. The nurses that participated in this study have gained insight into how to make every interaction with their patient a chance to care for their spirit. It is my hope that this improves the level of patient care at the facility. The results of this pilot study are significant even though the sample size is small, and should encourage further research in this area.
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The strength of this study design is a pilot study will provide information to help guide further research on spiritual nursing care education. The weakness is these studies have minimal external validity due to extremely small sample size. There was also a possibility of interference of maturation and history due to the time between pre-test and post-test. However, the time between the tests in this study was relatively short which helps increase validity.
